Since the establishment of the technique of selective visceral angiography (Baum et al. 1965) , arteriovenous malformation (angiodysplasia, ectasia) of the gut has been recognized as an important cause of gastrointestinal bleeding in those aged over 65 years (Welch et al. 1978) .These lesions, often less than 5 mm in diameter and multiple, are found most commonly in the right colon and may account for 25% of lower, often recurrent, gastrointestinal bleeding in the elderly (Boley et al. 1979) . Rarely, similar angiomatous lesions have been described in the small bowel and stomach (Lewis et al. 1978 , Tarin et al. 1978 . The purpose of the following case report is to remind clinicians (especially geriatricians) that in cases of recurrent upper gastrointestinal haemorrhage with no obvious cause, arteriovenous malformation should be considered. Also, angiography may be of therapeutic as well as diagnostic value.
Case report
Mr GG, a 74-year-old retired foreman, was admitted three times between January 1979 and March 1980 with haematemesis and melaena. On each occasion he complained of dull, aching, epigastric pain for several days, then vomiting 1-2 pints of bright blood followed by passage of melaena stool for 2-3 days. There was no history of recent excessive alcohol or analgesic ingestion, except that for several days during the week prior to his second admission in February 1980 the patient had taken a number of Phensic tablets (a proprietary aspirin containing analgesic) for an episode of influenza..However, at least four days had elapsed between stopping the Phensic and the onset of abdominal pain and haematemesis. The patient's general practitioner had diagnosed angina in 1978, following some chest pain on exertion and this had settled with propranolol and glyceryl trinitrate. In relation to each admission the patient had mild to severe exacerbation of his angina, though hypotension and shock were documented on only one occasion.
The haemoglobin never dropped below 9.4 g/dl and was usually treated with intravenous fluid, 2-3 units of blood and oral iron. Faecal occult bloods were positive on each occasion. Clotting screen was normal, barium meal on two occasions was normal. Gastroscopy was performed during each admission. The first examination was reported as normal, revealing no site for bleeding. A year later, in January 1980,gastroscopy showed bleeding from the fundus on the greater curve and though a clot was obscuring the-view the mucosa looked abnormal. Gastric biopsies taken on this and four other occasions showed intestinal metaplasia. The patient re-bled two months later and this time gastroscopy showed no fresh bleeding but a small haemangioma on the greater curve. Biopsy at this site produced fresh, brisk bleeding. A week later repeat endoscopy confirmed on the greater curve the presence of a reddened area consistent with an arteriovenous malformation.
The patient went on to have a superior mesenteric angiogram which was normal and a coeliac axis angiogram which showed a very dilated vein rising from the mid-portion of the greater curve of the stomach. No other pathology was demonstrated.
At laparotomy the gallbladder contained stones, so a cholecystectomy was performed. Large and small bowel were normal. The stomach looked normal externally even with illumination from within. A gastrostomy was required to find the lesion. A posterior gastric ulcerative lesion was excised submucosally and the defect was oversewn. Histology reported the presence of foci of haemorrhage in the lamina propria and marked thickening of the muscularis mucosae. The submucosa was infiltrated with fat and contained numerous large vessels with thickened walls. Postoperative recovery was uneventful except for a minor wound infection. At follow up six months later there was no further bleeding and the haemoglobin was 12.8gldl. The only complaint the patient had was of abdominal protrusion from an incisional hernia.
Discussion
Reports of gastric angiodysplasia are still relatively rare. However, with the growing use of angiography the number of cases is increasing, as witnessed by the diagnosis at the Hammersmith Hospital of two cases of gastric angiodysplasia in CO 1981 The Royal Society of Medicine 1980-our own case and the case of a 64-year-old woman (Sellu et al. 1981) , Presentation seems to be either with recurrent mild haematemeses or with chronic iron deficiency anaemia secondary to occult gastrointestinal blood loss (Lewis et al. 1978) .The bleeding is less dramatic than that due to other causes (for example peptic ulceration) because it is venous rather than arterial. The time to the diagnosis in our patient was relatively short (14 months) compared with delays of from 2 to 20 years in other reported cases (Lewis et al. 1978 ,Tarin et al. 1978 , Welch et al. 1978 .
Some authors have described the occurrence of prominent gastric rugae (Lewis et al. 1978) which, on closer examination at gastroscopy or by double contrast barium studies, appear to be dilated vascular channels. These folds with their scalloped serpiginous edges resemble oesophageal varices. Despite two barium meals and four gastroscopies these appearances were not seen in our patient and this is probably a reflection of the small size of his lesion.
Whatever the size of these lesions they are difficult to identify by direct vision, as in our patient when even after initial transillumination of the stomach at laparotomy the lesion could not be identified. Angiography is, therefore, an essential ai~to diag~osis.
The characteristic feature is early filhng of dilated tortuous venous channels in the region of the arteriovenous malformation, which mayor may not be clearly identified depending upon its size.
Treatment is traditionally surgical and, of course, depends upon the exact site of the lesion. Authors in the past have recommended partial gastrectomy or very wide excision (Lewis et al. 1978) because angiomatous lesions have been shown microscopically to extend much further than their macroscopic confines. However, our patient and other reported cases have not re-bled after local excision.
A novel approach to therapy is the embolization of the lesion with sterile absorbable gelatin sponge and/or lyophilized human dura mater carried out at the time of angiography (Sellu et al. 1981) . This mode of treatment was used in the other case at Hammersmith Hospital, with no subsequent bleeding and no side effects. Embolization is an appealing form of treatment for angiodysplasia as it avoids an anaesthetic (often contraindicated in elderly patients such as Mr G who had severe angina) and also averts major abdominal surgery with its attendant sequelae (in Mr G's case an initial wound infection and later on a large in~isional hernia). We would, therefore, like to see WIder use of angiography for diagnosis and reat~ent of ?ifficult cases of upper gastrointestinal bleeding in elderly patients. A problem 0141-0768/81/080625-02/S01.00/0 arises, unfortunately, because of the cost and the expertise in providing such a service.
